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AS  TO  

DEPARTMENT Of HEALTHAND HUMAN SERVICES 
HEALTH CARE FINANCING ADMINISTRATION 

TRANSMITTALAND NOTICEOF APPROVAL OF 
STATE PLAN MATERIAL 

FOR: HEALTH CARE FINANCINGADMINISTRATION 

TO: 	REGIONALADMINISTRATOR 
HEALTH CARE FINANCING ADMINISTRATON 
DEPARTMENTOF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One): 

FORMAPPROVED 
OMB No. 08380190 

1. TRANSMITTAL NUMBER 2. STATE: 

9 8 - 0 0 2 California 

3. 	PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 
SECURITY ACT (MEDICAID) 

4. 	 PROPOSED EFFECTIVE DATE 

January 1, 1998 

STATE BE NEW0NEW PLAN 0 AMENDMENTCONSIDEREDPLAN kd AMENDMENT 

1 1. GOVERNORS REVIEW(Check One): 

0GOVERNORS OFFICE REPORTED NO COMMENT 
0COMMENTS OF GOVERNORSOFFICE ENCLOSED 
0NO REPLY RECEIVED WITHIN45DAYS OFSUBMITTAL 

OF2. SIGNATURESTAT E Y OFFICIAL:(EL 

J. Douglas Porter 


4. TITLE: 
Deputy Director, Medical Care Services 

OTHER, AS SPECIFIED: 

The Governor's office does not 

wish to receive State PlanAmendments 


16. RETURN TO: 
Department of Health Services 
Medi-Cal Policy Division 

Medi-Cal Benefits Branch 

Attn: State Plan Coordinator 

714 P Street,Room 1640 

Sacramento, CA95814 


21. TYPED NAME: 122.TInE: AssociateRegionalAdministrator 
Linda Minamoto Div is ion o f  Medicaid 

23. REMARKS: 

FORM HCFA-179 (07-92) Instructions on Back 
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